Although controversial in recent years, the use of opioid analgesics is a fundamental component of the management of patients with malignant pain. Decisions about whether to initiate opioid therapy require comprehensive patient assessment and a great deal of compassion, with an eye toward achieving a safety balance among patients, prescribers, and the community. At the NCCN 21st Annual Conference, Judith Paice, PhD, RN, reviewed the basics of pain assessment, the dangers of undertreatment and overtreatment, goals of pain management, and practical strategies for navigating through the continuum of pain and substance abuse.
Basics of Pain Assessment
"Pain is not just a change in the nervous system, there are deeply held beliefs and meanings associated with the individual's pain," revealed Dr. Paice. The basics of assessing pain include its onset, location, duration, qual-
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Presented by Judith A. Paice, PhD, RN ity, intensity, and aggravating/alleviating factors. In addition, clinicians should take several other factors into consideration, such as quality-of-life issues, current/ previous medications, and comorbid conditions (which may place a patient at risk for drug misuse). Furthermore, patients should be asked about their goals for pain care. "Sometimes patients have extraordinarily unrealistic goals," admitted Dr. Paice, some perhaps expecting zero pain 24 hours a day, 7 days a week.
Pain assessment should delve deeper into potential risk factors for the abuse of pain medications, according to Dr. Paice. Current or past habits with regard to alcohol and tobacco use should be explored. Environmental and genetic exposure to substance abuse disorder in family or friends represents another risk factor, as does a history of sexual abuse.
1 "Frankly, I am surprised by how many patients answer that they have been sexually abused," acknowledged Dr. Paice.
The types of pain and the appropriate pharmacologic intervention were briefly discussed ( Figure 1 ). For somatic (nociceptive) pain, nonopioids (including acetaminophen and nonsteroidal anti-inflammatory drugs) and opioids are indicated. For patients with neuropathic pain, opioids at perhaps higher doses would be an option. Adjuvant analgesics (eg, antiepileptics, antidepressants, corticosteroids) are also indicated for neuropathic pain. Finally, for visceral pain, which represents a complex set of syndromes, there is not much evidence suggesting the best approach; therefore, opioids or corticosteroids are possibly indicated.
A systematic review of the adequacy of analgesic therapy in patients with cancer suggested that the quality of pharmacologic pain management has improved since 1994, but much still needs to be done to meet the needs of this population. 4 "Approximately one-third of patients still do not receive pain medication proportional to their pain intensity," Dr. Paice reported.
Optimal Pain Management
In the 2016 NCCN Guidelines for Adult Cancer Pain, the goals of pain management are referred to as the 4As: optimize Analgesia, optimize Activities of daily living, minimize Adverse effects, and avoid Aberrant drug-taking. To find the proper balance in aggressive pain management, Dr. Paice suggested keeping in mind 2 groups of patients: those with advanced disease and long-term survivors.
For those with advanced disease, escalation of opioids and adjuvant analgesics as well as referral for interventional therapies (ie, physical/occupational and cognitive behavioral) are indicated. 3 For longterm survivors, pharmacologic therapies should be minimally used, with referral to multidisciplinary care playing a larger role. "Honestly, it [opioids] is not the right therapy for many people," admitted Dr. Paice.
Pain and Substance Abuse
There is a continuum of pain and substance use disorders; on one end are patients who clearly are not addicted, and on the other end are those who clearly have addiction issues. 5 The middle and larger "gray Dr. Paice stressed the importance of documenting any and all assessment findings. In fact, the 2016 NCCN Guidelines for Adult Cancer Pain include a reference to a tool that may help clinicians assess and document pain outcomes in patients with chronic pain receiving opioid therapy. 
A Delicate Balance Between Undertreatment and Overtreatment
Striking a balance between undertreating and overtreating cancer pain is complex, requiring a keen eye to patients at risk for both scenarios. Many patient groups may be at risk for underassessment and, as a result, are undertreated for their chronic pain; these groups include the elderly (aged >65 years), cognitively impaired individuals, those with mental health disorders, members of non-English-speaking minorities, long-term survivors, the underinsured or uninsured, and those with a current or past history of substance misuse. 3 Interestingly, the profiles of these patient groups are essentially the same as those for patients at risk for overtreatment. With limited data on the longterm benefit of opioid therapy, Dr. Paice mentioned some of the dangers of overtreatment, including cognitive difficulties, depression, sexual dysfunction, respiratory depression, and overdose. Other, perhaps less well-known, adverse effects of opioids focus on quality-of-life issues, such as hormonal changes affecting libido and fertility, decreased bone health, fatigue, and suppression of testosterone. "We think more carefully now when we are embarking on a long-term plan of using opioids," Dr. Paice revealed. zone" represents all of those "for whom we really don't know," added Dr. Paice. "We see this in clinic everyday." In the 2016 NCCN Guidelines for Adult Cancer Pain, a new bullet was added for assessing patients for misuse of pain medications: "Initial patient evaluation should include assessment of risk factors for aberrant use of pain medications by detailed patient evaluation and/or the use of screening tools." 6 Dr. Paice stressed the importance of ongoing compassionate assessment with regard to pain and substance use disorder.
7 "Remember, this is a disease, not a character flaw." Dr. Paice briefly discussed risk-stratification guidelines. Gourlay et al 8 stated that by respectfully assessing patients and triaging them into different risk categories, "stigma can be reduced, patient care improved, and overall risk contained." Those who are at low risk of substance abuse often may be safely managed in primary care settings, with adherence monitoring at least annually. Those at moderate risk may be managed in consultation with appropriate specialist support, with adherence monitoring at least every 6 months and more frequent urine toxicology testing. For those at high risk, it is recommended that addiction specialists may be called in to handle pain management, with frequent (weekly or monthly) adherence monitoring.
Dr. Paice briefly addressed the differential diagnosis of aberrant drug-taking behavior. To begin, although patients who ask frequently for more pain medications may be misusing opioids, sometimes the issue may be more of insurance limits for filling prescriptions than addiction; therefore, Dr. Paice stressed the importance of asking questions and learning more. For instance, some of these patients may be "chemical copers" or using their pain medications to relieve other disorders (ie, anxiety, depression, sleep problems). Low treatment literacy may be an issue as well.
"One develops tolerance to the soporific or anxiolytic effects of the opioid," Dr. Paice explained. "We need to be very clear with patients that they can't take these medicines to treat their anxiety, make them feel a little less sad, or to help them sleep." Dr. Paice encouraged clinicians to have an open discussion with patients suspected of abusing their pain medications, with a clear message that the goal is to balance pain control, function, and safety. She offered possible comments to open such difficult talks with patients: "We don't want to jeopardize your health. I am worried about your relationship with pain medications; using these medications to help you sleep is dangerous, so let's try other strategies for that."
Dr. Paice shared a few strategies for screening patients on opioids for aberrant behaviors. Prescribers can limit the amount of medication given at any one time by writing weekly prescriptions with fill-by dates, using pill counts, and maximizing other methods of pain control besides opioids. 6 Furthermore, prescription drug monitoring programs may be an effective way to verify medication use, dose, and next refill date. "I use urine toxicology to see whether the patient is taking the drug I have prescribed," shared Dr. Paice.
Patients on prescription pain medications should be reminded of the dangers of substance abuse in the community and instructed on safe medication storage practices. These medications should not be left out or kept in unlocked medicine cabinets, because they have become primary sources of diversion and require safe handling and disposal.
